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STANDARD CERTIEICATE OF DEATH
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33816

STATE FILE NUM

3649

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decaased lived. [f institution: Resldanca bafora”
. COUNTY a. STATEI’I 1IN0 4 b. COUNTY Src lﬂ """'0";)/
b. ClTY {If cutside corporate limits, give TOWNSHIP only) Inside Limits c. Ingide Limits
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oW ST, LOUIS, MISSOURL [0 ™*O ,mwGe povitle 2% mE wo
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£ She: BARNES HOSPITA 35 RS DHIT WecT Morw | vml noi
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Yaar
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. CLAIFE A, LYNCH DEATH SEPT, 13, 1957
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Barr Co

Stclary
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u.s. A ;

13a. FATHER'S NAME

JdeS 7Y Lq MC‘\

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE
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MEDICAL CERTIFICATION

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a)

PART I

18. CAUSE OF DEATH {Enter only one couse per line for {0, (b}, and (¢).}

Wide-spread Carcinomatosis

INTERVAL BETWEEN
ONSET AND DEATH

i Yr.

(Primary Site -

Ovary (suspected). -

Conditions, if any, DUE TO (b)

which gave rise to

ohove cause {a), }

stating the wundar-

lying couse last DUE TO (c)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disscse condltion ulv.n ?Am 1 {a} 19. 'gégpgg&gg;
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Y

22b. ADDRESS

BARNES HOSPITAL

22c. DATE SIGNED

230,
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by

working under my personal supervision.

Student .............. et i aans e
Signature of Student Embalmer

o P 0. AIeSS..es e

Note: The_above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

if embalmed by a STUDENT, he also shall sign in his OWN handwriting,

If this_body is not embaimed, fact should be so stated above.
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